Objective: The goal of this pilot study was to identify the processes by which healing occurs in patients who experience a life-threatening illness.
INTRODUCTION
While most experiences of life-threatening illness ap pear to be negative on their face, some subjective lifetransforming changes in response to illness can lead to positive personal growth (Brennan, 2001) . These changes in those who have experienced a life-threat ening illness and the fact that some individuals do make positive adjustments to life-threatening illness have been reported by the clinical staff of the Pain and Palliative Care Service (PPCS) at the NIH Clin ical Center and by other palliative care providers (Skeath et al., 2013; Andrykowski et al., 2008; Folkman, 2008; Hefferon et al., 2009) . To further examine these positive life-transforming changes in those ex periencing a life-threatening illness, the PPCS im plemented a research protocol to explore the nature of both relief from suffering and personal positive change ("healing") among such patients. The protocol began with two qualitative studies that employed a semistructured interview structure to determine the process by which healing occurs in patients who have experienced a life-threatening illness (Skeath et al., 2013) .
One of these studies found that cancer survivors adjusted to their life-threatening illnesses by main taining hope, positively compensating for losses, and actively keeping up with their personal lives through a process of experiential and transforma tional learning (Skeath et al., 2013; Jarvis, 2008; Taylor, 2007) . This learning process and continued engagement with their environment allowed indi viduals to create or discover opportunities for hold ing onto or finding enjoyment in their daily lives. These effects were even noticed as suffering contin ued over the course of their life-threatening illness and recovery. Another study was performed to ex tend our research program to patients who had sur vived life-threatening cardiac conditions. When a participant's new way of functioning in the context of a life-threatening illness was also employed out side the context of illness, this was identified as a positive, life-transforming change (Skeath et al., 2013) .
The main mission of the PPCS is to provide palli ative and supportive care to all patients at the NIH Clinical Center and to train physicians and nurses in all phases of care. One of the most important as pects of palliative and supportive care is facilitating all aspects of healing: physical, psychosocial, and spiritual. In this article, we examine excerpts from PPCS research interviews that pertain to suppor tive medical care in order to identify clinically relevant themes. We then discuss how these themes can be applied in the development of effective inter ventions that facilitate improvements in palliative and supportive care. By connecting research and clinical practice, the most beneficial palliative and supportive care plans can be made available to all patients.
METHOD Recruitment
Participant recruitment for this pilot study was per formed using the methods utilized by Young and col leagues in 2015. Participant recruitment for the PPCS research on healing was directed toward find ing participants whose experience best represented the phenomenon of interest (Wertz, 2005) . To find ap propriate participants for our investigation, survi vors of life-threatening cancer and cardiac conditions were recruited in the greater Washington area using purposive sampling (Skeath et al., 2013) . Cancer survivors were recruited from a nonmedical holistic services organization and a research hospi tal. Cardiac survivors were recruited from a commu nity hospital setting.
Procedure
The procedure employed in this study was identical to that employed by Young and colleagues in 2015. Prior to inclusion in the PPCS research studies, par ticipants signed an IRB-approved informed consent and subsequently underwent three phases of screen ing. The first measured current distress level. This visual analog scale was a nonvalidated measure that was quite similar to the Distress Thermometer (DT) (Jacobsen et al., 2005; Holland & Bultz, 2007; . If an individual scored 4.0 or above (on a scale of 0 to 10) on the DT, the session would end, and the interviewer would refer these in dividuals to a social worker or spiritual counselor. If individuals scored from 3.0 to 4, they were excluded from the study in an attempt to add an extra margin of safety so that even a moderate level of distress did not influence the interview process. The second step was subjective experiential criteria screening. Par ticipants were asked to briefly list and then selfrate at least one positive subjective change they had experienced in relation to their cancer or cardiac event. Potential participants who self-reported one to three of their positive subjective change(s) as lifetransforming and lasting for more than six months were deemed eligible to take part in the study. The third and final step was establishing that parti cipants had sufficient speaking volume and clarity for audio recording. There were no screening failures among those who expressed an interest in partici pating.
Participants who met the screening criteria then began a private interview session that lasted be tween 30 and 115 minutes. Sessions involved a semistructured interview oriented toward eliciting the sequence of experiences and decisions that led to the positive life-transforming change that the partic ipant had reported during screening.
RESULTS
Some 19 participants (9 cancer survivors and 10 car diac rehabilitation patients) were recruited from a medical hospital (11) and a nonmedical holistic ser vices facility (8). Our interview excerpts are drawn from a sample that consisted of more females (n ¼ 12) than males (n ¼ 7). Approximately half the par ticipants (n ¼ 11) were employed. Almost (n ¼ 18) had graduated from college. The participant demo graphic data are presented in Table 1 (Young et al., 2015) .
Participants indicated that they had experienced positive, life-transforming change(s) in the context of such life-threatening illnesses as cardiac events and cancer. An overall theme that was prevalent Table 2 that positive, life-transforming changes were typically associated with supportive caregivers who had helped to create a culture of care. An ab sence of this supportive medical care was seen as a hindrance to positive, life-transforming change.
Lack of Supportive Medical Care
When participants perceived a lack of supportive med ical care, negative reactions ensued, including loss of hope and lack of trust in their caregiving team. One cancer survivor pointed out that an absence of support when needed most can be devastating:
And at the end, I went to see the guy at [major med ical center], and he said to me, "That's it. I don't have anything more for you." I just couldn't believe it. I just refuse-And he's like their expert. And I One doctor told me that I need to be prepared for the end of my life. And I really wasn't getting much support from him. I talked about it. We had talked about a transplant. He gave me three min utes to discuss it. And so I was searching. I was spinning around and searching.
Overall, participants indicated that the combination of the culture and environment around them (along with the support of their caregivers) was an important component of their life-transforming positive change. A lack of support from their medical team at times led to lack of hope. Ultimately, participants indicated that greater resilience was needed to overcome cancer or cardiac disease when the medical team and environ ment did not provide adequate support.
Supportive Caregivers
In many instances, the staff was nurturing and pro fessional. Most importantly, participants were com forted to know that their caregivers would listen to them and answer any questions they might have. This responsiveness helped participants to trust their caregivers. As the level of trust grew, positive connections with caregivers provided participants with hope. One cancer survivor found this support from her attentive oncologist:
I happened to find an oncologist who was a very spiritual person herself. I didn't know that when I first met with her. . . . But meeting her the first time in a snowstorm on a Friday night, and having her spend three and a half hours with me and my husband answering every single question and be ing so articulate, I just felt like, "She's it!" She was young. She was only out of [major medical cen ter] maybe three years-and I had my questions about that. But she just seemed so knowledgeable and so willing to do everything to support me that I said, "Okay!" So I didn't need to look any fur ther, but she played a tremendous role. ,' 'This is a very rou tine operation,' 'There are hundreds of thousands of bypass surgeries that happen,' and, 'Don't worry, you'll get through it.'" He just said, "I'm praying for you." That actually was extremely helpful because it gave me a lot of peace.
Overall, participants found that physicians and hos pital staff were important factors in creating a cul ture of care. This culture of care allowed participants to find hope, peace, and support. Partic ipants noticed that supportive medical care allowed them to access the spiritual and emotional resources needed to cope with the life-threatening illnesses they were dealing with.
Culture of Care
The supportive environment was created by a caring and accommodating staff at the facilities, which led to a more positive culture of care. One cancer survi vor indicated that such a culture of care was created due to the facility being a safe and comfortable place for patients:
It's [hospice in the facility] just a wonderful place. It is such a haven. So it's really a haven for me, too. Because it's a lovely building that's almost like a house that has a lot of light and a little court yard and trees. And the people there are really wonderful. I love some of the nurses and the prac titioners there.
This culture of care provided a boost to the self-es teem of participants. According to one cardiac event survivor, the culture of care was even involved in a faster recovery from a life-threatening illness:
The staff was wonderful. I was able to gain confi dence in terms of my physical abilities fairly quick ly, and yet able to do that in an environment in which I was comfortable and felt that, if there's a problem, I've got some folks who are gonna take care of me. . . . I also appreciated the camaraderie with the other folks that were in the rehab pro gram. I was probably on the younger end of that spectrum, but we all have the same challenges and have the same experiences or very similar ex periences, so I really did appreciate that, overall. Very, very positive.
Moreover, it was clear that extra effort was expended by the staff to accommodate the wants of their pa tients-not just the needs that they were obligated to tend to. One cancer survivor demonstrated this by saying, I think it is really important to be in an environ ment where they are very accommodating. And I was really lucky. In my hospital they have a culture of customer service. And it's really run like the most exquisite hotel or concierge service. And it's not even just the facilities-It's just the attitude of people who work there. And I'm down to the ca shiers, to the orderlies, to the doctors.
Ultimately, participants noticed that a culture of care was created by the actions of the hospital staff. When supportive medical care was provided, participants felt safe and experienced a substantial increase in self-esteem. These effects in some cases led partici pants to perceive that the supportive medical care allowed them to recover more quickly from their life-threatening illness.
DISCUSSION
Supportive medical care emerged as an important theme, as participants indicated that caregivers were able to create a more positive culture of care. On the other hand, an absence of support from a med ical care team led to increased trauma and pain. This reaction can lead people to catastrophize their pain to convey distress and elicit support (Gauthier et al., 2012) . If supportive medical care is offered, emotion regulation regarding pain related to life-threatening illness for patients can consequently improve. Another benefit of greater perceived support is im proved levels of optimism. Optimism is important in lowering levels of pain (Hanssen et al., 2013) . Hans sen and colleagues also found that interventions that enhance a patient's outlook can provide a better alternative in reducing catastrophizing of pain. These findings indicate that having a higher level of medical supportive care could help decrease pain and allow cancer survivors to better adjust to their condition.
A major part of gaining support is having the abil ity to trust others. Basic trust is the foundation upon which relationships are built. Trzebinski and Zieba (2013) indicate that the level of basic trust is related to a positive reinterpretation of new life situations and posttraumatic growth. These results suggest that basic trust enables an individual to overcome trauma using an approach that is always positively engaging with one's environment. Trzebinski and Zieba (2013) also found that positive reinterpreta tion, the lack of any dominant anxiety, and hopeless ness -helplessness reactions are mediators in the relationship between basic trust and posttraumatic growth after a traumatic experience with a lifethreatening illness. These findings demonstrate that supportive medical care is necessary to minimize the anxiety and helplessness present in patients who have been diagnosed with a life-threatening ill ness and indicate that trust and belief in the caregiv ing team are essential for patients to positively cope with a life-threatening illness.
Support also allows an opportunity for individuals to rely on their social network. This reliance is partic ularly important because individuals are able to dis close any difficulties they might be facing and to find solutions to problems. Even if solutions are not found, emotional disclosure can help an individual heal from a chronic condition. For instance, Lumley et al. (2011) found that spoken disclosure and written disclosure decreased sensory pain in those with rheu matoid arthritis. Spoken disclosure led to faster walking speed at three months, and reduced pain, less swollen joints, and improved physician-rated dis ease activity at six months (Lumley et al., 2011) . Sim ilarly, Nils and Rime (2012) found a positive influence of spoken disclosure on emotional recovery, but they indicated that the listener must be actively involved and attentive during the disclosure.
These results suggest that only active support is capable of helping individuals to deal with the trau ma of cancer or some other chronic illnesses. Lesser forms of support are ineffective and in some cases more harmful than no support at all. Moreover, these findings indicate that, if the caregiving team is not engaged and able to adequately attend to patients, it can be more detrimental to the quality of life of the patient experiencing the life-threatening illness than a total lack of supportive medical care would be. While patients may still feel uncomfortable ask ing their medical care team for support because it is a role outside their perceived area of expertise (Murray et al., 2004) , the availability of support will help patients engage additional positive coping resources to better deal with the pain associated with a life-threatening illness (MacAskill & Petch, 1999) .
While this pilot study identified important com ponents in the treatment of cancer patients or of those who have experienced cardiac events, certain limitations must be noted. The sample was not as representative of the general population in terms of race and education. Our sample was more highly educated than the general population and had more Caucasians. Another limitation was that the Dis tress Thermometer cutoff was set at three points for extreme caution. If individuals who were exhib iting moderate to severe distress were included, in terpretations of medical care might have been different. Most importantly, supportive medical care could be operationalized in the future for quan titative results.
CLINICAL IMPLICATIONS
Understanding the components of medical support allows us to create a palliative and supportive care plan for each individual patient with a life-threaten ing illness. The plan may include support groups, yoga, meditation, nature, music, prayer, and pet ther apy, or referral to spiritual and at times religious counselors. Connecting to the patient and gaining a clearer idea of the level of support needed by them is essential to improving the quality of life of those facing a life-threatening illness.
As healthcare providers, it is important to under stand that time is so very important to patients with a life-threatening illness. This understanding can help providers to improve their relationships with patients and provide the support that each indi vidual patient needs. When patients are forced to re define the goals of care at pivotal junctures, it is important that we, as healthcare providers, offer support to patients by being present and by not crushing their hopes by saying something like there is nothing more we can do for them.
Presence is the greatest gift we can offer patients. Presence is an interpersonal process that is sensitive, holistic, and intimate. Patients demonstrate a need for it and an openness to it. It is purposeful, interac tive, shared, and available. It is centered on the pa tient-here and now. As healthcare providers, we need to suspend our own agendas and be with the pa tient-listening, touching, connecting, and sharing our expertise. Supportive medical care is certainly critical for attaining positive life-transforming chan ge when one is experiencing a life-threatening ill ness.
